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Les troubles urinaires, anorectaux et génito-sexuels sont fréquemment observés
au décours de la chirurgie des cancers pelviens. Ces symptômes peuvent être
le fait d’une compression tumorale directe ou d’une lésion par chirurgicale des
voies du controle neurologique des fonctions urinaires anorectale et sexuelles.
En effet, tous ces organes pelviens sont en contigüité anatomique et partagent
une innervation autonomique et somatique impliquée dans le controle de la
contraction detrusorienne et rectale, de la motricité des muscles du plancher
périnéal et de l’érection. De plus, des lésions spécifiques de la radiothérapie ou
des chimiothérapies adjuvantes peuvent s’associer qu’ils s’agissent de lésions
neurologiques (myelopathie ou plexopathie radiques, neuropathie périphérique)
ou de cystite ou rectite radiothérapiques.
Les symptômes urinaires sont habituellement une rétention d’urine ou une
dysurie secondaire à une lésion neurologique. Une hyperactivité vésicale (pol-
lakiurie, urgences) est parfois observée en cas de lésion post radiothérapique.
Cystoscopie et exploration urodynamique sont utiles pour préciser le mécanisme
physiopathologique et préciser le traitement (autosondage, anticholinergiques).
Les inhibiteurs de la phosphodiesterase et les dilatations en cas de sténose
vaginales post radiothérapique peuvent être proposés. Des douleurs périnéales
neurogenes peuvent s’observer et les explorations electrophysiologiques en
précisent alors le niveau lésionnel. Un traitement spécifique (médicamenteux,
TENS) est en règle proposé.
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La mesure 4 du plan ministériel 2008–2012 sur les soins palliatifs a permis la
création ou le développement d’équipes ressources régionales de soins palliatifs
pédiatriques.
En Rhône Alpes, ESPPéRA équipe de soins de support palliatifs pédiatriques,
ressources et accompagnement a été créée le 1re janvier 2011 et a pour objec-
tif la diffusion de la démarche palliative au sein des établissements sanitaires,
médicaux sociaux et auprès des professionnels libéraux.
Si les soins palliatifs pédiatriques ont été d’abord développés par les oncopé-
diatres pour les enfants présentant un cancer, la plupart des enfants présentant
une pathologie « limitant ou menac¸ant la vie » sont en situation de handicap à un
moment ou un autre de leur parcours, et soignés ou accompagnés par une équipe
de médecine physique et réadaptation ou une équipe médico-sociale (service
d’accompagnement, SESSAD, IME, CEM. . .).
Ces soignants sont d’abord formés à une démarche de rééducation et de réadap-
tation, qui a en commun avec la démarche palliative la mise en place d’un projet
de soins qui prenne en compte les déficiences et incapacités, pleinement intégré
à un projet de vie sans être dans une perspective de guérison.
Cependant, les équipes de SSR ou médico-sociales peuvent être en difficulté
quand la vie est menacée à court ou moyen terme : difficulté pour l’identification
de situation palliative, dans la redéfinition du projet de soins, pour les gestes
techniques (chimiothérapies palliatives, par exemple) ou pour la prise en charge
de symptômes de fin de vie. Plus globalement, ces équipes peuvent être en
difficulté pour se sentir légitime à cette étape de la vie de l’enfant.
Après avoir identifié la diversité des situations cliniques pouvant amener un
enfant en situation de handicap à aborder une phase de soins palliatifs, nous
développerons les spécificités et les complémentarités entre les cultures et les
pratiques des équipes de réadaptation et des équipes ressources en SPP, et
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Introduction.– Physical and rehabilitation medicine (PRM) remains underdeve-
loped in the field of oncology in France. The evolution of care in oncology led
to a long-term monitoring, making cancer a chronic disease, which can be the
cause of impairment, activity limitation and restriction of participation.
Oncology is a specialty of organ, unlike PRM whose place is difficult to define,
often guided by specialty.
Objectives.– We propose from a literature review to define the place of PRM in
cancer, according to deficiencies and way of management.
Methods.– We conducted a literature review from PubMed and Science
Direct questioning, according to the keywords “cancer rehabilitation program”
“physical activity” “patient education program” “cancer survivor adult” for
publications from 01/01/2007 to 01/05/2011.
Results.– The literature brought up over 600 articles concerning rehabilitation
programs, physical activity, and exercises. We selected 115 articles directly
related to the rehabilitation treatment.
Discussion.– While specific protocols are not really determined, the involve-
ment of PRM is found in different fields: amputation, nerve damage, but also
deal with various disabilities: neuropathic pain, cognitive impairment, impaired
phonation, swallowing disorders, bladder and sphincter damage, tiredness, effort
disadaptation, and more specifically in the field of disability with limitation of
activity, quality of life and participation restriction.
The question remains to specify the response time between periods of treatment,
stabilization, or even palliative periods.
doi:10.1016/j.rehab.2011.07.505
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Introduction.– The frequencies of hospitalization in physical medicine and reha-
bilitation (PM&R) units for neoplastic spinal cord injury (SCI) are low. The
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interest is discussed; therapeutic goals and rehabilitation care are different than
in traumatic SCI and the benefit is difficult to be assessed.
Methods.– Retrospective study of patients admitted in PM&R hospitalization
for neoplastic paraplegia during the last 10 years at Nantes.
Data collected.– Demographics, clinical (cancer ASIA impairment scale (AIS),
survey), functional (functional independence measure (FIM), bladder manage-
ment) and therapeutics (surgery, radiotherapy).
Results.– Twenty paraplegia patients were reviewed. Prostate cancer was the
most frequent (35%). The patients were treated by surgery in 75% of case and
by radiotherapy in 70%. At the beginning of inpatient rehabilitation, AIS grade
patient status was: 6 AIS A, 2 AIS B, 7 C and 5 D. At the end of the stay, the
number of ambulatory patients changed from 3 to 6, 8 patients were urinary
independent and 8 showed an increase at their FIM scale. For 35% of patients,
a pressure ulcer was present at admission. It was 12.5% among patients coming
from neurosurgery, 33% of those coming from medicine units but 66% of those
coming from oncology units or follow-up care units. The average of length of
stay was 4 month. For the survivors, the median survival rate was 13 months.
Discussion.– In-hospital death rate is high, raising questions about PM&R hos-
pitalization aims. The functional advances remain low, often restricted by pain
and weakness. Bladder function evaluation is a PM&R specificity even if the
number of patients becoming urinary independent remains modest.
In light of these findings, the PM&R care management criteria for metastatic
paraplegia are progressively defined. They are based on well-defined goals,
defined by contract; have to be achieved during a one-month stay. For our cohort,
the duration of stay is too long, increased by ulcer pressure complications at
admission. This fact underlines the need to create a network of competence to
optimize patients’ care from acute units to PM&R unit discharge.
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Most patients treated for cancer have a sedentary life. In a Canadian study [1]
on more than 9000 patients having been treated for cancer, only 37.1% of the
breast cancer patients reached the physical activity level recommended by the
American Cancer Society.
Physical activity (PA) improves quality of life of patients with breast cancer and
decreases the recurrence rate. This is clearly shown for instance in the “nurses’
health study” [2], from a cohort of 121,700 women. It seems we have to offer
exercise sessions to patients during and after their breast cancer treatment. Many
studies showed the benefits of exercise programmes either in a structured group
or at home. These programmes last two to six months and improve quality of
life, fatigue and fitness. It remains difficult to build recommendations because
of the great variability of the exercise programmes available.
Adherence to the programme is usually good during the study time, but once
the experiment is over, physical activity practice decreases often quickly. The
best studies in the literature do not give data over six months. They show a fair
stability in physical capacity but a decrease of the daily physical activity amount.
Adherence to exercise prescription should be a priority subject of research to
achieve a sustainable improvement of the health status of these patients.
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Breast cancer related arm lymphoedema (BCRL) remains a relevant compli-
cation although it occurs less frequently thanks to the sentinel lymph node
biopsy.
When the BRRA is not treated, it can be responsible for severe limb swelling,
skin fibrosis and high infection risk. This morbidity negatively affects quality of
life.
The physical treatment is called complex decongestive physiotherapy. It is car-
ried out in two successive phases: the first intensive treatment aims to reduce
substantial lymphoedema volume and reduce the fibrous tissue. Manuel lymph
drainage (MLD), multilayer bandaging, specific exercise, and skin care are
needed. This treatment can be implemented either in hospital or at home.
The aim of the maintenance phase is to stabilize lymphoedeme volume, consis-
ting of a combination of custom-made sleeve-and-glove compression garments
worn during the day and self-bandaging technique if necessary. Frequency of
MLD treatment depends on the swelling and on patient involvement. Meticulous
skin hygiene is needed to avoid erysipela.
Patient education, regular activity and weight control are major component of
lymphoedema management to permit better maintenance or lead to an improve-
ment of the BCRL.
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Urinary, anorectal and sexual complications are often observed after pelvic can-
cer surgery. These symptoms may be secondary to a tumor compression or a
specific surgical trauma of autonomic and somatic pathways involved in the blad-
der, bowel and sexual control. Indeed, pelvic organs are very close and share
the same innervation, which plays an important role in the detrusor contrac-
tion, erectile function, pelvic floor contraction and global pelvi-perineal sensory
functions. Moreover, pelvic irradiation and/or chemotherapy following specific
surgery can also lead to neurogenic (myelopathy and plexopathy) lesions of cen-
ters and/or motor/sensory pathways, which control bladder and rectal functions.
Specific bladder and rectal lesions secondary to irradiation are very common
(chronic radiation cystitis, radiation rectitis). Sexual dysfunction from radiation
therapy includes erectile dysfunction and vaginal stenosis.
Urinary symptoms observed after pelvic surgery are principally characterized
by voiding dysfunction with urinary retention or post void residual in case
of neurogenic lesion. In some cases, overactive bladder symptoms (urge, fre-
quency) are due to a radiation lesion of the bladder mucosa. Cystoscopy and
urodynamic investigations are necessary to understand the different pathophy-
siological mechanisms of these symptoms. Treatment of urinary retention is
usually self-intermittent catherization and anticholinergic drugs can be used in
